C aring for patients in the outpatient clinic is a traditional, if somewhat de-emphasized, aspect of internal medicine residency training. 1, 2 Despite the growth of community-based ambulatory experiences, 90% of internal medicine residency programs still use the hospital-based resident clinic for ambulatory training, 60% exclusively. 3 In the 1980s, an initiative to develop general internal medicine teaching clinics resulted in improved facilities and high patient satisfaction, but less than optimal medical care and supervision. 4, 5 Since then, resident practices in most clinics have continued to evolve from sparsely supervised``learning-by-doing'' experiences to settings in which explicit supervisor-to-learner ratios and teaching expectations are now mandated for accreditation. Additionally, calls for developing the effectiveness of teachers in the ambulatory setting 6 and proposals for increasing the institutional support for resident clinic directors 7 have sought to enhance this important area of resident education and patient care. In this issue of the Journal, two papers 8, 9 provide glimpses from the perspective of clinic patients into resident-staffed practices. The study by Yancy et al. 8 describes a 2-month survey during which 278 patients in 2 clinics, one at a university hospital and one at a Veterans' Affairs (VA) hospital, reported their levels of satisfaction with their resident or faculty physician and with the clinic. At the university clinic, the residents' patients were mostly African American and had lower measures of socioeconomic status and physical and mental health, compared to the faculty's patients, who were mostly white and had higher measures of socioeconomic and health status. At the VA clinic, the characteristics of patients of both residents and faculty resembled those of the residents' patients at the university clinic. Overall satisfaction scores, even after adjustment for patient differences, were significantly lower for the residents than for the faculty at the university site. No differences in overall satisfaction scores between the residents and faculty were found at the VA clinic. Individual survey items that rated physicians on their personal manner and respect shown to patients were significantly lower for residents than for faculty at both the university and VA sites. The authors conclude that to increase patient satisfaction, residency programs should emphasize training in communication and time management skills, and improve the operations of the resident clinic so that it functions more like those of faculty practices.
We suspect there may have been other unreported aspects of the patient populations in this study that affected their satisfaction scores. For instance, despite an identical practice site for university clinic residents and faculty, the residents' patients rated the office location as less convenient. At the VA, where the characteristics of resident and faculty patients were similar, differences in patient satisfaction were less apparent. These findings suggest that, in addition to residents' actions, other factors may affect their patients' attitudes, such as health insurance arrangements and choice (or lack thereof ) of health provider and location.
The study by Boutin-Foster and Charlson 9 assessed the relationships between 72 resident physicians and 151 of their clinic patients. The patients, who had been identified by their resident physician as``problematic'' or`s atisfying,'' completed questionnaires that included items about their patient-doctor relationships and their perceived social support. Only 23% of patients considered problematic by their resident also rated the patient-doctor relationship as problematic, while 10% of patients rated satisfying by their resident also considered their interactions as problematic. Patients who reported their relationships with residents as problematic were significantly more likely to have questionnaire responses consistent with low levels of social support. Patients also were more likely to identify problematic relationships with those residents whom they perceived to be less accessible or who seemed less capable of handling their complaints. The authors conclude that patients with poor social support may unrealistically expect their resident doctors to provide that support, and that disclosure by residents of their other responsibilities and coverage arrangements might assuage patient concerns. We wonder whether a patient's perceived lack of social support contributes to patientresident problems by creating unrealistic expectations, or whether it might be a marker for personal characteristics that make relationships with others, including physicians, difficult.
Both of these studies report on patient and resident samples that are restricted to 1 locale and are too small to offer generalizable findings. Interpreting their results suggests that the characteristics of people who become patients in resident clinics may be important in understanding their satisfaction. These studies are helpful because they address important issues in the ambulatory training of internal medicine residents, and they provoke several questions about the current status of resident clinics:
Who are the patients seen by residents in their continuity clinics and how does this impact their training? In the study by Yancy et al., 8 there are stark contrasts in race, socioeconomic measures, and health status between resident and faculty patients at the university clinic. This is congruent with our experiences and evidence from a previous multicenter study 4 that hospital-based resident clinics often serve predominantly disadvantaged minority populations with higher rates of chronic illness and poorer measures of health and functional status. These background characteristics of residents' patients may play an important role in their attitudes toward and satisfaction from medical care encounters, and may interact in powerful ways with resident physician manners and efforts to convey respect. 10, 11 Teaching and applying cultural awareness and competence will be especially important in residency programs that have similar house staff clinic demographics. 12, 13 This may be an educational opportunity, as well as a challenge, since the U.S. population is predicted to become more racially and ethnically diverse in the next 20 to 25 years, 14 and an increasing proportion of patients encountered by internists will be culturally different from themselves. How do resident clinics operate, and do residents receive adequate support in their ambulatory practices? Yancy et al. 8 note that the same office staff worked with more patients and physicians during the resident sessions than in the faculty practice in the same clinic. Compared to the charity clinics of past years, the physical appearance and basic amenities of many resident clinics have been upgraded, 4 but we suspect that most do not provide residents with the level of ancillary support and material resources that physicians and patients in other practices expect. As trainees with limited ambulatory experience and restricted clinic hours, residents need more, rather than less, support. Boutin-Foster and Charlson 9 point out that residents may be perceived as unavailable by patients because they are simultaneously juggling inpatient and outpatient tasks. We know, anecdotally, about various strategies to support residents' outpatient practices, including computerized databases, care coordination by mid-level providers, enhanced inpatient coverage on clinic days using``day floats,'' and more integrated facultyresident practices. The practice of internal medicine in this country increasingly is being divided between hospitalbased and office-based physicians, in part because of the practical difficulties of caring for inpatients and outpatients concurrently. It will be important to address this dilemma in the context of residency training. What does it mean to the care and satisfaction of patients to have a trainee as the primary physician? Patients in resident practices rarely choose their individual physician, unlike patients in private practice or managed care plans. Additionally, they are seldom granted flexibility when obtaining appointments since their primary doctor is usually in the practice only 1 or 2 half-days each week. Furthermore, residents in training cannot and should not provide care to their clinic patients independently. The extent and impact of attending supervision of residents probably varies widely among teaching hospital clinics, and may be influenced by billing and documentation requirements as much as by educational considerations. Few studies have been published about the effects of supervision on patient outcomes, or about patients' perceptions of and attitudes toward supervision of their resident doctors. In one small study of walk-in patients seen by residents at a teaching hospital clinic, attendings frequently judged patients more seriously ill and changed diagnoses and treatment plans after personally evaluating them in the examination room. 15 Another study found that resident patients' satisfaction was the same whether attending supervision was limited to conference room presentations or included direct oversight in the examination room. 16 More studies of patient outcomes and satisfaction in teaching clinics are needed. Clinical educators and administrators should assess the needs and characteristics of the patients served by their resident clinics, and ensure that there is adequate support for the provision of good care. In evaluating how residents take care of ambulatory patients, clinic directors and investigators should consider the straightforward approach previously demonstrated by Concato 
